W HILE aneurysms of the aortic sinus of Valsalva are uncommon, the importance of the correct diagnosis has been emphasized by recent reports of successful surgical correction in patients with rupture of such an aneurysm.1' 2 A patient with a ruptured sinus of Valsalva associated with acute bacterial endocarditis recently seen at the Beth Israel Hospital, Boston, illustrates the problem of differential diagnosis in such instances.
J. H. (Beth Israel Hospital No. M84990), a 68-year-old white man entered the hospital on March 20, 1957, because of fever, chills, and dysuria for 3 weeks. Urine sediment was reported to have contained numerous white and red blood cells at the onset of the illness and sulfasoxazole (Gantrisin) and tetracycline therapy was instituted. During the next 2 weeks, the fever and dysuria subsided and therapy was discontinued. During the week prior to admission, however, the patient noted increased weakness, occasional chills, fever up to 102 F., and extreme dyspnea on slight exertion. A platelet count on the day of admission was reported as 18,000 per mm.3 and the hemoglobin was On the seventeeitli lhospital day, the patient suddenly developed dyspnea at rest and marked orthopnea, and physical signs consistent with pleural effusion were noted at both lunog bases. Digitoxin dosage was increased aiid aminoniumn chloride aiid actazolainide (Diamiiiox) were added to the diuretic regimen. On the twenty-first hospital day, 1,200 ml. of straw-(colored fluid were removed from the right pletral space aiid on the following day 500 iiil. weire remioved from the left pleural spave. Fol lowing these proeedu es, there was somne relie f of lyspnea; however, the fluid reaccuinulated in each pleural cavity and required removal on the twenty-sixth hos-p)ital (lay. At 3:30 a.m., onl the twenty-sev-(e1th hliospital day, the l)atient died suddenly, lhavFiing remained afebrile since the first hos-)ital day.
1'AT loIIoic EXAMINATION At autopsy, the heart was slightly enlarged weighing 410 Gm. There was an aneurysm of the right coronary sinus of Valsalva, 3.5 em. deep and 2.5 cm. in greatest diameter (figs. 1 and 2) . Most of the lining of the aneurysm, including the right coronary cusp, was yellowish and ragged, but a portion was smooth. There were 2 communications between the aneurysmal sac and the right ventricle, each about 0.4 em. in diameter. One of these, within the ragged zone, had an irregular edge (fig. 3c) ; the second, within the smooth area, had a regular smooth edge ( fig. 2) . There was also a communication with the left ventricle through the right coronary cusp, measuring 0.5 em. in diameter (fig. 3b) . The coinmissure between the right and noncoronary cusps was excavated, yellowish, and ragged. On section, this alteration was seen to extend upward in the subepicardial tissue and into the right atrium, where it presented as a nodule immediately above the posterior coinmissure of the tricuspid valve.
Microscopic examination revealed necrotizing inflammation in the aneurysm, the right coronary cusp, and the abnormal commissure, with extension into the right atrium and the adventitia at the root of the aorta. These areas contained numerous inflammatory cells and many colonies of cocci, embedded in a fibrin mesh. The grossly smooth part of the aneurysm showed a fibrous wall with little active inflammation. The entire picture was consistent with an acute bacterial endoearditis in an aneurysm of the sinus of Valsalva waith several perforations. It could not be determinied whether the aneurysm was congenital or was an erosive aneurysm caused by the acute bacterial endocarditis.
Other pertinent findings included an enlarged liver and spleen (2,400 and 1,120 Gm., respectively) which showed myeloid metaplasia. The bone marrow was hyperplastie.
An occasional focus of hematopoiesis was noted in the right kidney. The lungs were acutely congested and edematous. There was obstructive benign prostatic hypertrophy, with bilateral nephrolithiasis and cystolithiasis. There was stenosing arteriosclerosis of the ostium of the right renal artery associated with an atrophic right kidney (70 Gm.) and compensatory hypertrophy of the left kidney (270 Gm.). Petechiae were present in the left kidney, bladder, bowel, and skin of the back, and there were large eechymoses on the extremities.
Cultures of the aortic valve lesion grew out coliform bacilli, Bacillus subtilis, and coagulase negative Staph. albus; these were considered contaminants. Culture of heart blood taken at autopsy was sterile.
DIscussIoN
The sinuses of Valsalva are 3 small dilatations in the wall of the aorta immediately above the aortic valves. They are in close relation to all of the cardiac chambers, particularly the right atrium and right ventricle.
Aneurysms It cannot be ascertained whether the aneurysm was congenital or acquired. In favor of a congenital origin are presence of a systolic murmur over the precordium for at least 15 years, presence of the aneurysm in the right aortic sinus, and rupture of the aneurysm into the right ventricle.
As is illustrated by our patient, the course of the disease is almost always rapidly deteriorating with most patients dying of intractable congestive heart failure within 6 months.
In view of a recent case report of successful diagnosis and surgical treatment of rupture of an aortic sinus aneurysm,1 surgical correction was briefly considered in the case presented here, but the idea was abandoned because of the patient's poor general condition. 
